Ongoing organisational changes within primary care, such as the implementation of corporate working by health visitors, affect care provided to women after birth, which in turn has an impact on the diagnosis and management of postnatal depression. 
INTRODUCTION
Postnatal depression is one of the core diagnoses in the National Service Framework (NSF) for Mental Health, 1 and represents a substantial public health problem affecting 8-15% of women, resulting in longterm adverse consequences for maternal mood and infant development. 2 Postnatal depression is a nonpsychotic depressive episode meeting standardised diagnostic criteria for a minor or major depressive disorder, beginning in, or extending to the postnatal period. 3 An episode of major depression may have detrimental consequences for the family, erode already difficult marital relationships, and reduce confidence in parenting. Most women with postnatal depression are treated within primary care, with only severe cases or women with psychosis or suicidal intent being referred to secondary care. The recently published National Institute for Health and Clinical Excellence (NICE) guidelines for antenatal and
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Background
In the UK, 8-15% of women suffer from postnatal depression, with long-term consequences for maternal mood and child development. Previous literature suggests that health visitors struggle with their conflicting roles with respect to mother and infant. Current policy is redirecting the emphasis and organisation of health visitor work, but guidelines state that health visitors and GPs should continue to have a major role in the detection and management of postnatal depression.
Aim
To explore the views of GPs and health visitors on the diagnosis and management of postnatal depression.
Design of study
A qualitative study nested within a multicentre randomised controlled trial.
Setting
Nine primary care trusts in Bristol, Manchester, and London.
Method
In-depth interviews with GPs and health visitors from primary care trusts participating in a randomised controlled trial of antidepressants versus health visitordelivered non-directive counselling. Interviews were audiotaped and fully transcribed. Thematic analysis with an iterative approach was used to develop conceptual categories from the transcripts.
Results
Nineteen GPs and 14 health visitors were interviewed. GPs and health visitors described their work in making and negotiating the diagnosis of postnatal depression, the value of a long-term relationship with the woman, and how labelling affects management of women with postnatal depression. Responders described how they viewed others' roles in the management of postnatal depression, and how national policy and local organisational changes had an impact on patient care, so that no one health professional was assuming overall responsibility for the care of women with postnatal depression.
postnatal mental health use the term 'perinatal mental disorder', recognising that symptoms may begin in the antenatal period, and outline the potential role of all healthcare professionals in the detection of depression. 4 The guidelines suggest the establishment of specialist multidisciplinary perinatal services in each locality, but until the commissioning of such services, health visitors and GPs should continue to have a major role in the detection and management of perinatal depression.
There is some evidence that lay constructs about postnatal depression differ from medical views, in terms of the conceptualisation of postnatal depression, and therefore of help seeking. 5 There is evidence that the construction of 'depression' as a clinical condition is contested among GPs, 6, 7 but there is little published work on the role played by GPs in the management of postnatal depression. There is evidence that health visitors conceptualise postnatal depression as an understandable result of parenting in a hostile world, and that they struggle with their conflicting roles with respect to mother and infant, 8 with a lack of clarity over who is the patient.
The health visiting profession is said to owe its emergence to the pioneer work of able medical officers of health rather than to central government policy. 9 Health visiting became intertwined with parenting and supporting parents, both with individual families and by addressing the social context in which 'parenting' takes place. 10, 11 The role of the health visitor in the management of postnatal depression was shaped by the development of training for health visitors in the prevention, detection, and treatment of postnatal depression. 12, 13 It has been suggested that health visitors should screen for postnatal depression using the Edinburgh Postnatal Depression Scale.
14, 15 Cooper and Murray state that the treatment of choice for women with postnatal depression is counselling, 16 which can be effectively delivered by health visitors. 17 In contrast, Boath and Henshaw conclude that there is very little good evidence available on which to make policy or practice recommendations for the treatment of postnatal depression. 18 More recently, the pressure on health professionals to be more explicit in articulating the function, purpose, and outcome of their role has increased and there has been a shift to a marketplace orientation with the implementation of the NHS and Community Care Act 1990. Cowley describes how health visitors have had continued difficulty explaining exactly what they do, although she sees this as an advantage, suggesting that the management of uncertainty and ambiguity are central to their role. 19 The role of health visitors in safeguarding children 20 and working with vulnerable families emphasises their importance in public health initiatives such as tackling childhood obesity. There is reduced emphasis on one-to-one working with families who are not deemed 'at risk', and working with women with postnatal depression has dropped down the policy agenda. 20 The NICE guidelines do not emphasise a pivotal role for health visitors or GPs in the management of perinatal mental health problems. 4 There has been a move towards health visitor 'corporate working', with the benefits described by Houston and Clifton including shared workload, increased professional support, and improved accountability with improved service delivery, enhanced professional growth, and increased opportunity for public health work as outcomes of this model. 21 Derrett and Burke describe how other current UK policy directives, encouraging alternative ways of working and alternative provider services, all threaten traditional primary care teams, and raise questions about the future of health visiting. 22 The number of health visitors is at its lowest for 12 years, 23 and the emphasis on changing skill mix is seen as evidence of the decline of the role of health visitors. An online patient support group, Netmums, highlights this change and the reduction in the number of health visitors offering one-to-one support to women after childbirth and their declining role in the management of postnatal depression. 24 This paper presents findings from a qualitative study with GPs and health visitors which explored their views on their roles in the detection and management of postnatal depression, and how this was affected by their current working arrangements dictated by national policy directives.
METHOD
A qualitative study was undertaken within a multicentre, pragmatic, randomised controlled trial (the RESPOND trial, [Randomised Evaluation of antidepressants and Support for women with
How this fits in
In the UK, 8-15% women suffer from postnatal depression with long-term consequences for maternal mood and child development. Postnatal depression is predominantly managed in UK primary care by GPs and health visitors. Previous literature suggests that health visitors struggle with their conflicting roles with respect to mother and infant. Current policy is redirecting the emphasis of health visiting work away from the management of postnatal depression. This paper highlights the need to reconsider health service provision for women in the perinatal period. It is necessary to be explicit about where the responsibility for detection and diagnosis of postnatal depression lies. The paper adds support to the recently published National Institute for Health and Clinical Excellence (NICE) guidelines that advocate specialist multidisciplinary teams to provide a service for women with postnatal depression.
POstNatal Depression]). Nine primary care trusts (PCTs) took part in the trial in Bristol, Manchester, and London, and general practices were invited to opt into the study. The nine trusts covered inner-city and urban areas with some areas of very high levels of deprivation, particularly in Manchester. Sure Start programmes were located in pockets of the participating PCTs in Manchester and London. 25 In-depth interviews were carried out with GPs and health visitors. Their purpose was to explore the attitudes GPs and health visitors held towards women with postnatal depression and management in primary care. The sample was drawn from GPs and health visitors participating in the RESPOND trial. Sampling was purposive and sought to achieve maximum variation in relation to GPs' age, sex, length of time in general practice, practice size, and level of deprivation. An attempt was made to interview GPs who had and who had not referred patients to the trial. Sampling of health visitors was also purposive so that variation was achieved in relation to time since completion of training, and length of service in that area, as well as level of engagement with the trial. At the start of the main trial, most health visitors were practice based, but corporate working was introduced to all areas during the first year of the study. An attempt was made to interview health visitors who were still practice based, as well as those who had been moved to a corporate way of working. Thirtyseven GPs were approached by letter and telephone and 19 agreed to be interviewed. Twenty health visitors employed within participating PCTs were invited to participate and 14 agreed to be interviewed.
In-depth interviews were conducted between January 2006 and February 2007. Participants were interviewed at their place of work, and interviews lasted between 25-67 minutes. An interview guide provided a flexible framework for questioning, and explored a number of topics: models of postnatal depression; diagnosis and management of postnatal depression; and the patient-professional relationship, professional-professional relationships, and ways of working. The interview guide included open questions to elicit free responses, and more-focused questions for probing and prompting. Interviews were audiorecorded and transcribed verbatim.
Analysis proceeded in parallel with the interviews, allowing for modification of the interview schedule in the light of emerging themes. Analysis was inductive and a thematic approach taken. 26 Transcripts were read and discussed by researchers from different professional backgrounds (primary care and psychology). 27 Coding was informed by the accumulating data and continuing thematic analysis. Thematic categories were identified in initial interviews, which were then tested or explored in subsequent interviews where disconfirmatory evidence was sought. 26 Interpretation and coding of data was undertaken independently with themes agreed through discussion.
In reporting the final analysis, data were presented to illustrate the range and commonality of meaning of each category of analysis from the perspectives of GPs and health visitors. In presenting the data, similarities and differences between GP and health visitor accounts were noted.
RESULTS
A number of themes are discussed in this paper: making and negotiating the diagnosis of postnatal depression, how labelling can affect management, the importance of an established relationship with the woman, perceptions of each others' roles, and how imposed organisational changes were seen to have an impact on patient care with no one taking overall responsibility for the care of women with postnatal depression. Illustrative data are presented within each theme. When reproducing data, a unique identifier has been given to indicate the responder's profession, location, and interview number. 
Making the diagnosis
Thus, postnatal depression was viewed as a social response to birth and there was an apparent reluctance by GPs and health visitors to actively look for depression in postnatal women.
Labelling affects management
GPs described a variety of strategies for managing women in the postnatal period, and how the label they used for the woman's problems determined what management strategies they employed: The use of the term 'medicalise' by GPs is interesting, as it is normally a term used in the context of using a medical label to describe what are probably non-biomedical problems. Here the GPs are describing a reluctance to recognise and treat a condition that may actually warrant a biomedical approach. GPs were reluctant to ascribe a biomedical label to women with symptoms that could indicate postnatal depression because they perceived there was a lack of resources to which they could refer women: This could suggest that health visitors might be more comfortable with managing a woman whose symptoms have been given a name. Some health visitors, however, suggested that by using the label 'depression' the woman would then have to see her GP, and that the woman would assume seeing her GP meant the prescription of an antidepressant:
'Because I think they think that seeing a GP means having medication and they don't wanna have medication because of addiction ... a lot of women don't want to get addicted to it, and I think also probably don't like the stigma of being, er, having postnatal depression ...' (HV, B3)
Is an established relationship important?
Some health visitors recognised that having an established relationship with a woman was important in whether postnatal depression was detected and managed by the health professional or disclosed by the woman, but there was ambivalence:
'... I think that is quite important, but I don't think it's the be all and end all, I really don't. I think some health visitors get a bit precious about, you know, "my client", and all that.' (HV, L5)
All health visitors referred to how recent changes in their way of working, moving to corporate working, had removed the potential for relationships to be ongoing, which had a direct impact on the detection of postnatal depression:
'... but I think they used to get to know us, and we used to get to know them and obviously if they know someone they're more likely to sort of be forthcoming with any problems aren't they? Whereas now they probably don't get that input so they're probably less likely to come forward with things.' (HV, M4)
Perceptions of others' roles
Some GPs emphasised the important role health visitors could play in the management of postnatal depression and their assumptions about how they worked: The health visitor quoted above justified the lack of continuity of care by stating that families could not become dependent on her.
GPs were aware of these changes in the organisation of health visiting services and described the impact on their day-to-day relationships with health visitors, as well as confusion over the expected roles and responsibilities of the health visitor: The GP above vividly describes the change that he experienced with the move to health visitor corporate working, from a time when a health visitor was attached to the primary care team and would visit women before and after birth, and offer support and practical advice, and how this has perceived to have changed.
Whose responsibility is the management of postnatal depression?
While a few GPs talked about the pivotal role they perceived health visitors play in the detection and management of women with postnatal depression, most alluded to the recent reorganisation and change in role, with a perception that women with postnatal depression go undetected. Other GPs described their experience of health visitors declining to support women with what was dismissed as a 'mental health problem', although they agreed that health visiting teams still had a role in offering practical support to women with postnatal depression: The view expressed by health visitors that there is limited value in referring a woman back to the GP is seen again in these data. Health visitors suggested that, because of the way they worked or staffing issues, the detection and management of women with postnatal depression was no longer a priority for them:
' ... at the moment we're short-staffed, so we're really on priority cases at the moment.' (HV, M1)
And a few health visitors described negative aspects of providing support to women with postnatal depression with a risk of dependence on them:
' ... you cannot emotionally and mentally prop somebody up for years and years, it's got to end ... sounds awful, doesn't it?' (HV, B4)
So both GPs and health visitors reported that the current systems within which they work constrain the care that can be provided to women at risk of postnatal depression. Some health visitors no longer viewed the management of women with postnatal depression as an integral part of their work.
DISCUSSION
Summary of main findings
The importance of knowing the patient and taking a psychosocial approach in making the diagnosis of postnatal depression is seen in the GP narratives, which also highlight the importance of a long-term relationship with the woman. Health visitors did not see that it was in their remit to make a diagnosis of postnatal depression. Some health visitors felt that the label of postnatal depression might be useful, giving a certainty and legitimacy to the symptoms, but many health visitors felt that if this diagnosis meant referring the patient back to their GP, then the only management on offer would be antidepressants, which they felt would not be wanted by women. Each group of health professionals (GPs and health visitors) described perceptions of each other's roles, observing that the move to corporate working had affected their relationships with each other, reduced home visiting by health visitors, and reduced continuity of care. In addition, health visitors described prioritising 'vulnerable families' -but did not identify families in which the mother has postnatal depression as vulnerable. There was agreement between GPs and health visitors that the clinical diagnosis of postnatal depression should be made by the GP, but both parties seemed to fail to make a formal diagnosis of postnatal depression because of a perceived lack of resources to which to refer women, as seen in other studies. 7, 28 It has been recommended that health visitors should carry out screening for postnatal depression, 30 although other commentators dispute that this is appropriate. 31 Health visitor narratives did suggest that they struggled with their diverse roles and had a lack of clarity over the concept of postnatal depression, 32 experiencing conflict between their roles in respect of infant and mother. 8 Corporate working 21 and altered priorities have reduced health visitor contacts with women, and there was no rhetoric in the health visitor narratives about valuing relational continuity; all health visitors justified this way of working by describing how this would prevent families developing dependency or reliance on them.
Implications for future research and clinical practice
The NICE guidelines suggest the establishment of a specialist multidisciplinary perinatal service in each locality to provide direct services, consultation, and advice to maternity services, other mental health services, and community services. 4 Such specialised services can improve care through the introduction of protocols and care pathways, educational initiatives, and training for primary care teams. In addition, such teams would provide a service for GPs and health visitors to refer women to, since it seems that not having such a service can become a barrier to making the diagnosis of postnatal depression. The results suggest that this would be the appropriate way forward if health visitors no longer feel ownership over postnatal depression but could, of course, lead to the danger of further fragmentation of care. 22 The concept of a social model of postnatal depression adopted particularly by GPs would suggest that programmes such as Sure Start might be appropriate to contribute to the management of women with postnatal depression, but evaluation of such programmes has been disappointing, 25 particularly in socially deprived areas, where some of the responders worked.
Funding body
The study was funded by the HTA, Department of Health (grant number 02/7/04). The views expressed in the paper are not necessarily those of the funders take responsibility for detection of symptoms of postnatal depression, with GPs assuming that health visitors are responsible, and health visitors justifying a reduced responsibility because of their changed way of working.
GPs do see postnatal depression as a primary care problem, but make assumptions about the role that health visitors play in the management of these women. Some health visitors, however, see postnatal depression as a mental health problem and describe referring women with postnatal depression to the (primary care) mental health team or back to the GP, rather than feeling comfortable to manage women themselves.
Responders described how national policy and local organisational changes were having an impact on patient care, with no individual taking overall responsibility for the care of women with postnatal depression.
Strengths and limitations of the study
This paper reports a qualitative study embedded in a randomised controlled trial. The use of qualitative methods allows practitioners to raise issues that are of concern to them, and an inductive approach ensures that findings are related to the views articulated. The data were gathered from GPs and health visitors drawn from a large geographical area (nine PCTs). Using researchers from different professional and academic backgrounds to analyse the data is a recognised technique for increasing the trustworthiness of the analysis. 27 Only health visitors and GPs who were already involved with the RESPOND trial were interviewed (being a stipulation of the ethics committee). PCTs participating in the RESPOND trial did not have a well-established pathway of care for postnatal depression, thus participating PCTs may have a poorer provision of services, and attitudes of the health professionals working in these areas will reflect this. The findings may, therefore, not be representative of (even neighbouring) PCTs, which may have developed a postnatal depression strategy and services for this group of patients.
Comparison with existing literature
Responders views on the aetiology of postnatal depression resonate with the literature where there is ambivalence about the nature of 'depression', 8 9 A similar view about postnatal depression is reflected by GP responders, with a lack of agreement about the labelling and management of the condition. Health visitor responders seem as unprepared as practice nurses have been reported to be in the management of postnatal depression. 29 It is difficult to know whether GPs and health visitors were also reluctant to
